Partnerships & Stakeholder Engagement: Teen Pregnancy Prevention
> > IntroductIon
In October 2010, the U.S. Centers for Disease Control and Prevention (CDC) and the federal Office of Adolescent Health (OAH) initiated a 5-year initiative titled "Teenage Pregnancy Prevention: Integrating Services, Programs, and Strategies Through Communitywide Initiatives: The President's Teen Pregnancy Prevention Initiative." The initiative funded nine state and community-based organizations (Part A grantees) and five national partners (Part B grantees). The purpose of this initiative was to demonstrate the effectiveness of innovative, multicomponent, community-wide initiatives in reducing rates of teen pregnancy and births in U.S. communities with very high adolescent pregnancy rates. It included a focus on reaching African American and Latino/Hispanic youth aged 15 to 19 years. Goals included reducing the rates of pregnancies and births to youth in the priority areas and increasing youth access to evidence-based sexuality education and evidence-informed contraceptive services (CDC, 2015) .
Community mobilization (CM) was one of several identified components of the initiative. This component included mobilizing resources, disseminating information, generating support, and fostering cooperation across public and private sectors in the community. Advocates for Youth-one of the five national Part B organizations funded by the grant-provided CM and sustainability training and technical assistance to the nine Part A grantees and their local partners (Advocates for Youth, 2015) . "Community mobilization" continues to be a priority of OAH in its grant funding of local teen pregnancy prevention (TPP) efforts (see OAH, 2016) .
This article identifies key lessons learned from the nine Part A grantee coordinators between 2010 and 2015. This article focuses on the strengths and challenges in CM identified during a series of three key informant (KI) interviews with each project coordinator.
The CDC and OAH chose CM for this project because it has been previously shown to be an effective approach in addressing public health needs in communities. Both Surgeon General Satcher (Office of the Surgeon General, 2001) and, more recently, the Assistant Secretary for Health (Koh, 2014) have emphasized the use of a community-wide public health model that raises public awareness and engages community stakeholders from diverse fields and on different levels to best prevent teen pregnancy. The use of a CM model in support of TPP ensures an efficient use of resources, greater linkages across the community, and distributed funding (Brindis, 2006) . Established community agencies are well-suited to facilitate TPP programs because of their familiarity with the client population (Gandelman & Dolcini, 2012) , have technical assistance support (Harachi, Ayers, Hawkins, & Catalano, 1996) , and have multigenerational support within the community (Roussos & Fawcett, 2000) .
Because there is not one simple CM strategy, CM (as a model) empowers the community to develop strategies that meets the needs of their unique community (Tedrow et al., 2011) . The "coalition model" has been previously tested in community-based TPP efforts (Cassell et al., 2005; Kramer et al., 2005) . Communitylevel efforts in providing sexuality education-involving faith-and community-based organizations-have also been documented (Fisher et al., 2012; Landry, Lindberg, Gemmill, Boonstra, & Finer, 2011; Ott, Rouse, Resseguie, Smith, & Woodcox, 2011) .
Advocates for Youth developed a CM model that leads to broad community support through a measurable sequence ( Figure 1 ). As CM teams engage the community through a variety of best practice activities, the initiative and the issue (TPP) gain awareness in the community. Engagement needs to be regular, relevant to the community, and of high quality. Through repeated successful CM efforts, community support grows and the project and its leaders become seen (legitimized) as the "go-to" authority in the community for TPP. The increasing status in the community provides social capital and leverage for the project to transform major community stakeholders, even those at first reluctant to lend support, to become supporters. Eventually, through increasing community support at all levels, the goals of the project become normalized into the fabric of the community, and returning to the former state (in the case of TPP, before evidence-based programs and health services were widely available) becomes unthinkable. Normalization fuels project sustainability beyond the grant period.
Included in the model was the use of three community teams that would carry the responsibility for mobilizing their communities. These included (1) a core partner leadership team (CPLT), made of up community leaders/agency directors; (2) a community action 
> > MetHod
The KI interviews were designed to assess the extent to which grantees were mobilizing their communities in support of TPP and developing plans to sustain their projects beyond the end of the initiative (October 2015). The project coordinators were chosen for the interviews because of their detailed knowledge of the project activities. The first KI study, conducted in October-November 2011, focused primarily on planning for CM and the grantees' early experiences of mobilizing their communities. A second KI study was conducted between October and December 2013. It was conducted 2 years after the first interviews. Interviews for the third (last) study were conducted from January 2015 through April 2015: 6 to 9 months from grant termination. The methodology of these KI studies remained constant to ensure comparability of findings. The method was previously tested and used in a CDC grant focused on promoting science-based approaches to TPP from 2005 to 2010 (Saunders, Sabri, Huberman, Klaus, & Davis, 2011) .
The method for each of the three KI studies used interviews between the nine Part A project coordinators and the study author: No one refused to participate during any of the studies. There was consistency of participation by the same coordinators until the final (third) interview when two coordinators had left the project; instead, their supervisors were interviewed. The interviews averaged 1 hour. Almost all of the interviews were conducted by telephone; they were recorded with permission. Interviews were semistructured; an interview guide was used for each. The guide, consisting of multiple sections devoted to the CM process in each site, provided a framework for the collection of data. The interviews were transcribed. Based on a review of the transcripts, the author and his graduate assistant independently identified the prominent and recurrent themes that emerged from the interviews (see Braune & Clarke, 2006) .
Prior to data collection, the study method was approved by the institutional review board of The University of Iowa. Funding for the KI studies was provided by the CDC.
> > FIndIngs
The following five "lessons learned" about the process of CM were gleaned from among the three KI interview data.
1. There are important elements within communities that contribute to their "readiness" for engagement in the issue of TPP or, alternately, stifle community engagement. An examination of each is important for future CM efforts.
The strengths of communities-their readinesswas described in several important ways. They include the following: a. The communities are willing to "face" the issue of teen pregnancy, acknowledging that the problem exists within their communities. Sometimes this acknowledgement sprang from families' personal history of teen pregnancy. b. Key stakeholders are identified within each target area who publically "buy into" and support the mission of the grant, including government officials, school officials, health professionals, social service professionals, parents, faith leaders, and others whose voice of support is instrumental for CM. c. There is strength in collaboration among health and human service agencies to address teen pregnancy, recognizing that one organization devoted to the issue is considerably less effective than an entire network of providers addressing it through collaborative planning. d. Engagement is largely dependent on (1) educating the community about the problem and (2) establishing trust within the target community through transparency regarding the most critical elements of TPP (evidence-based sexuality education programs, and contraceptive services).
In each of the three KI interviews, the project leaders also identified challenges in their target communities that stifled the CM process. These included the following: a. School officials were reluctant to allow evidence-based sexuality education programs within their catchment area schools. This challenge stifled several of the grantees over time. As one grantee noted, there are many "layers" required to access the schools, including superintendents, principals, teachers, and parents. b. Just as some communities are willing to acknowledge the problem and actively engage in problem-solving, other communities disavow the problem and resist efforts to mobilize a community-wide response to it. c. Grantees identified "conservative" or "religious" segments of their community that actively mobilized against evidence-based sexuality education programs (with condom demonstrations) and youth-friendly contraceptive access. d. At times, bureaucratic barriers within projects were problematic, including disinterested stakeholders. Several grantees reported that the process of mobilization was time-intensive and "slow going", and as a result, normalization of TPP was unlikely during the grant period. e. Early on in the grant (KI Study 1), it appeared that grantees' organizations whose primary mission was not TPP struggled to launch their community-wide interventions by comparison with state organizations whose primary mission was specifically TPP. In city-and countybased organizations, it was first necessary to secure the approval of organizational administrators for project activities-especially those deemed "controversial". Among the state TPP organizations, there was leadership already in place that were already outspoken advocates of project interventions (even the most controversial ones, like condom demonstrations in schools). By the third interview (KI 3), these differences were less apparent because project coordinators had successfully negotiated within their bureaucracies to implement their projects. f. Other factors within the target communities may take community attention away from TPP because of more pressing issues. In one target community, for example, the severe economic depression within it drew considerably more attention from community leaders (and others) than did the issue of teen pregnancy. Similarly, other powerful social issues (i.e., crime, drug abuse, violence) also reportedly distracted from support for TPP.
2. The CM impacts model (Figure 1 ) was of considerable value to a majority of the grantees. However, the functioning of the adult teams (CPLT & CAT) responsible for mobilization was sometimes problematic.
The following points reflect observations on both the model and the functioning of the adult teams.
a. In the initial interview, project leaders affirmed the value of the CM model in enlisting "buy-in" from important segments of the community and using the principal of "cofacilitation" (between grantees and community members) as they implemented their projects. Nonetheless, grantees reported that it took considerable time to enlist members into the groups and help them articulate their purpose. Initially, grantees found that many of the teams deferred the decision making to the grantee rather than "owning" the process. It was easier for the community groups to defer to the grantee organization rather than struggle with the process of consensus building regarding activities they would lead. The teams said, in effect, "Just tell us what we need to do." b. The visual representation of the model was considered very useful among most of the project coordinators, noting that it fostered critical thinking among community team members about the process leading to normalization of TPP and the steps necessary to get to the "next layer" of the inverted pyramid. It was also used as a gauge of "change" within the CM process: "You can see where you started . . . and realize you made a lot of progress" toward normalization. c. Two years into the project (in KI Study 2), grantees reported that although the CPLT was active, it was often plagued by dysfunction and disorganization. Much of the frustration was associated with role confusion among members: Group members were uncertain about their obligations for CM beyond their role as a partnering organization. A failure to identify leaders from within the team and the lack of a detailed plan for mobilization led to unproductive group meetings. Consequently, coordinated team activities lagged. d. CPLT members largely focused on sharing information about TPP within their own organizations instead of actively reaching outside their "comfort zone" in enlisting support among decision makers in the larger community. e. Project coordinators spoke positively about the diversity of their CAT in their first KI interview, noting they had secured a good representation of "grassroots" persons in their community. However, in the second KI interview, the CATs were suffering from poor meeting attendance and competing obligations (home and work). Nonetheless, their strength was always their "on-the-ground" outreach within their communities, especially among other parents and faith leaders. f. Ultimately, by the second KI interview (Year 3 of the grant), half of the grantees were beginning to collapse the CPLT and CAT into one group. This effort continued as a mechanism to transition the groups into one "sustainability planning group" that would take the project beyond October 2015.
3. A universal "strength" among the three teams charged with CM was the YLT. There are several important factors that contributed to the "success" of these teams in mobilizing the community.
Among the most important lessons shared about youth teams were the following: a. Recruiting a diverse group of young people into the teams, with particular attention given to a range of ages, racial identity, gender, and religiosity, was an important first step. Project leaders wanted to ensure the youth were representative of the target community so they could more readily engage their peers, parents, and others. b. It was important to provide extensive training to YLT members so they could become "sexperts".
Without sufficient information about human sexuality, including contraceptives, the YLT members were at risk of sharing misinformation with peers and others. Each project devoted considerable effort to training team members. c. Providing support to YLT coordinators (project staff) through training and TA was vital. Advocates for Youth hosted three YLT Coordinator Summits during the second, third and fourth years of the grant. The summits provided an exchange of information about managing the groups and creative strategies being used by youth. d. It was imperative to promote youth as "leaders" on behalf of TPP. Youth were provided the knowledge and skills to act as "leaders" among their peer groups on matters of sex and contraception. As such, they were emboldened to develop strategies that could confront policies and practices that were not youth-friendly. Among them were a lack of evidence-based interventions (EBIs) in many of their schools, parental reluctance to talk to them honestly about sex, a lack of knowledge about clinic availability, lack of privacy, costs of care, lack of reproductive health clinics that were responsive to youth concerns about privacy, lack of youth-friendly staff, difficult hours of access, and so on. e. Youth brought many different ideas to the table. The range of activities was very wide and embraced many creative talents, including strengths in media messaging (through videos, brochures, apps, twitter, etc.), organizing community-wide events (fairs, "Let's Talk Month," etc.), assessment of services (secret-shopper programs at clinics), and direct peer-parent communication activities. f. It appears there was little formal interaction between the adult teams (CPLT and CAT) and the YLTs. If this strategy had been more widely used, a greater impact on more intransient organizations and decision makers may have occurred. g. It was useful to develop written policies and document "best practices" in the development and operation among YLTs in an effort to sustain these teams beyond October 2015 and provide models for successful youth-led TPP activities across the country.
4. Implementing EBIs on sexuality education within and beyond the schools had both successes and challenges among the grantee organizations. Project leaders identified significant factors that contributed toward successful implementation.
As noted above, project leaders struggled with the reluctance of school officials to allow evidence-based programs into the schools in the target communities. Even in communities in which there was a government "mandate" for EBIs in the schools, there were problems in implementing the mandate. While some grantees worked within communities whose schools embraced EBIs, others did not. Despite their best efforts, at the end of the grant, several grantees were unable to sponsor EBIs within schools in their target communities. Instead, grantees reached out to afterschool programs, community youth groups, child welfare agencies, clinics, and the juvenile justice system to reach youth with EBIs. Several important lessons were shared regarding attempts to mobilize communities in support of EBIs. These include the following: a. It is necessary to gain trust within the communities through dogged "transparency" regarding the content of programs in an attempt to eliminate mistrust. As one proponent of this strategy said, "We never went into the community hiding what we were trying to teach." b. It is important to use a team approach in attempting to open the doors to the schools. As one proponent of this strategy said, "EBIs went from zero to being used in all the schools because of the effort of our team . . . We all had different strengths, including a program coordinator who could coordinate all the pieces." c. It is valuable to provide training and support for the implementation of EBIs within both schools and youth-serving agencies-and to support "train the trainer" programs so these efforts can be sustained at the end of the grant funding. d. Enlisting the support of allied groups, including health providers, parents and faith leaders, in shaping public opinion about EBIs for youth in the schools is imperative. Grantees used data from parent surveys, for example, to educate leaders about parental support for EBIs in school. Finally, grantees used data from program outcomes to show that youth needed more information than what was provided in abstinence-only programs. This led toward adoption of EBIs in some sites.
5. Strong gains were made in promoting contraceptive access for youth in the target communities, with particular gains made in promoting the use of long-acting reversal contraceptives (LARCs) for youth.
The early years of the grant were devoted to project leaders establishing strong working relationships with reproductive health clinics in their target communities. Many of the KIs in the second KI study reported highly successful partnerships with clinic providers. Other project coordinators were struggling to engage clinic providers. The following key lessons were shared by KIs regarding improved contraceptive access for youth focus on these factors: a. Key leadership within clinics is imperative for success. As one KI noted: "The reason we've had success is because top-level leadership was bought in from Day 1 and ensured youthfriendly best practices were adopted. Top leadership at the clinic level was key." b. In addition to clinic leadership, a strong working relationship with clinic staff is necessary so that they feel they can "take risks" in developing specific resources for youth and are confident in their ability to counsel youth. c. Training in LARCs was imperative to the success of many clinics adopting their use. Equally imperative was establishing the funding mechanisms for LARCs. Without dealing with the training needs and funding challenges of LARCs they would not have been used in many of the clinics.
d. Many strategies are necessary to make clinics more teen-friendly, including improved scheduling that is youth-friendly, specific phone lines for youth, and a strong network of referral sources. Some clinics even transformed their clinical space/environment to make it more youth-friendly. e. Communities must embrace the importance of the "rights" of youth to receive contraceptive care and clinics must provide a safe environment in which youth seek care, with obvious attention to youth concerns about patient confidentiality. Some YLTs focused on learning about the "rights" of youth and sharing that information with both youth and their parents, so that youth could be more empowered to seek out their own reproductive health care.
> > conclusIon
Project coordinators who were interviewed three times during this project (2011, 2013, and 2015) were very positive about the use of the CM model as they designed their interventions. They believe the model was important in creating a network of community partners and concerned citizens-including the youth of the community-who would contribute to normalizing TPP within their communities. The KIs spoke repeatedly, one year to the next, about the commitment of allied professionals-with whom they worked in their respective organizations and those with partnering organizations-to accomplish the goals of the initiative. Project coordinators were especially proud of members of their youth teams who showed their leadership in mobilizing their communities in many creative ways.
Health promotion professionals (across disciplines) are important allies in TPP. Through direct service to youth and families and through advocacy within their communities, they contribute to TPP. They recognize the importance of community networking, working in teams, and trying new intervention models that show promise of effectiveness. Many of the "lessons learned" in this study about the CM process can be applied within their communities. As stated earlier, CM remains a priority in funding new grants by the federal OAH. With a strong understanding of CM-recognizing its strengths and challenges-health promotion professionals will continue to be actively involved in shaping health prevention and intervention programs for children and their families, especially in preventing teen pregnancy.
